The impact of Drug-Related Death on staff who have experienced it as part of their caseload:
An exploratory study Introduction Illicit drug use accounts for a range of harms and fatalities. Harm affects not just the user, but those around them too, particularly when experiencing a drug-related death (DRD).
Despite much research having been carried out into DRD, this paper is the first to address its impact on an important but hitherto neglected population, specifically the impact of DRD upon addiction professionals.
Scotland has the highest recorded drug-related death (DRD) rate in the UK and this is among the highest in Europe. In 2008, the Scottish DRD rate of 10.8 per 100,000 population was considerably higher than the 3.0 per 100,000 and 2.1 per 100,000 rates found in the same year in England/Wales and Northern Ireland respectively (Davies et al, 2009 ). Moreover the most recent annual figures in Scotland show that DRDs are at record levels and continuing to increase with 574 recorded in 2008, an increase of 131% since 1998 (GROS, 2009a) . Studies looking at trends in drug user outcomes among treatment populations have shown mortality rates of between 1 and 2% (Gossop et al, 2002; Hickman et al, 2003; Hutchinson et al, 2000) .
Being engaged in a process of treatment and care can have a positive effect on outcomes, including DRD (Davoli et al., 2007) . Clients may access more than one service, though, and this can impact on more than one member of staff should they die. The national investigation into Scottish DRDs in 2003 (Zador et al., 2005) found the majority (78%) had been in contact with services during the 6 months prior to their death and more than 50% were still in contact with at least one agency at the time of death, suggesting that many staff are potentially affected by this issue.
Background
Previous research into DRD has targeted specific groups such as the deceased themselves (Zador et al., 2005; Darke et al., 2006) , witnesses of overdose (Best et al, 2000; Davidson et al, 2002; Tracy et al, 2005) or the families of victims (Da Silva et al., 2007; Guy, 2004; Guy & Holloway, 2007; Strang et al., 2008) . These studies focussed on a range of factors from the sociodemographic profiles of the victims, reactions to the overdose situation itself and the bereavement experiences of family members in the aftermath of the event. There has been little or no research conducted, however, on staff working in the substance misuse field and the impact that DRD has had on those who have experienced it as part of their caseload.
The experiences and impact of death on other professional care-givers has been well documented over the years, particularly in nursing fields such as Paediatrics (Stack, 2003) , Emergency-Care (Briysiewicsz, 2006 : LeBrocq et al., 2003 , Palliative-Care (Llamas et al., 2001; Newton & Waters, 2001) , Intensive-Care (Lenart et al., 1998; Pearson et al., 2001) and
Long-Term Care settings (Katz et al., 2001; Rickerson et al., 2005; ) . Doctors have also been researched in terms of how they react to the death of a patient (Redinbaugh et al., 2003) .
A range of social, emotional and physical impacts have been identified in these studies highlighting the grief and bereavement experiences that professional care-givers face following the death of their patients. However many of the deaths in these settings are expected and the conclusion of a long illness or period of suffering where staff and relatives can prepare themselves for the eventual passing. In addition, deaths in the elderly population are received easier than those in the young as they form part of a natural life-cycle which is perceived to have come to an end (Da Silva, 2007) .
Many of the treatment and care providers within the addictions field are also nurses and doctors themselves but the addictions field incorporates a range of other professional caregivers from health, social work and voluntary organisations and it is unclear whether they experience similar social, physical and emotional effects when they experience DRD.
In Scotland, DRDs feature mainly young men (GROS, 2009a) who are at an increased risk of mortality compared to their non-drug using peers, with many having experience of non-fatal overdose in the lead up their death (Zador et al., 2005) . Despite this, DRDs are sudden and often unexpected, regularly involving young clients who have been progressing in treatment programmes, decreasing their tolerance and making them vulnerable to overdose should they relapse at any stage. Indeed many DRDs are caused by 'accidental overdose' related to a recent period of abstinence such as a prison sentence, detoxification or residential rehabilitation (Bird & Hutchinson, 2003; Strang et al., 2003) and at a time when those close to the drug user may be experiencing a positive outlook on their future (Guy, 2004) . Sudden deaths are more problematic to cope with and are related to more intense sadness than those which are expected after a long illness or from a natural cause (Da Silva et al., 2007; Lehman et al., 1989) . This is often because DRDs create feelings of anger, disbelief, guilt and betrayal to those close to the deceased (Guy, 2004) .
Studies specifically dealing with reactions to death from a drug overdose are few and mainly qualitative. Both Da Silva et al (2007) and Guy (2004) looked qualitatively at the impact that an overdose death had on the families of the victims. Participants involved both those who were aware of the drug use of their family member and those who were not. Those who were unaware experienced feelings of anger, guilt and helplessness at being unable to tackle the problem before it became too late whilst those who had a prior knowledge were identified with being prepared for such an extreme event and experiencing mixed emotions of both grief and relief when it occurred. Overall, though, the findings concluded how stressful a fatal overdose was for families and that psychological support was essential in its aftermath. This paper will quantify the impact has DRD has upon addiction professionals who experience such events as part of their caseload.
Method
This research was conducted in the Lanarkshire NHS health authority area in Scotland, which has a population of just over half a million people (GROS, 2009b) and an average DRD rate of 0.07 per 1000 population compared with a rate of 0.08 per 1000 population across Scotland as a whole. Ethical permission for the study was sought and granted by the local NHS Research Ethics Committee. Data was collected using self-completion questionnaires distributed to all 261 specialist addictions staff in Lanarkshire, working mainly across the health (48%), social work (37%) and voluntary sectors (15%), known to have managed their own caseload within the last 5 years. This initial prospective 'recruitment' stage asked only those who had experienced DRD to respond. All completed questionnaires were returned within two months and all responses were anonymous.
The questionnaire was a survey tool previously used successfully by Rickerson et al (2005) who looked at the prevalence of grief-related reactions among long-term care staff. Other studies (e.g. Redinbaugh et al, 2003) have used validated instruments such as the grief reaction scale (Jacobs et al, 1986) , impact of events scale (Horowitz et al, 1979) and the brief COPE (Carver, 1997) . However these were felt to be inappropriate because they were either aimed at gauging reaction immediately or soon after the event took place (Jacobs et al, 1986) or not designed specifically to measure the impact of a death (Horowitz et al, 1979; Carver, 1997) .
The questionnaire was split into three sections. The initial section asked about staff work environment, age, gender, education etc. Section two asked about the clients they work with and how those who die affect them. Staff were asked to relay their grief-related reactions to either their 'most recent' or their 'most important' DRD on their caseload. To quantify the impact this death had upon them, they were asked to identify how many grief-reactions, from a list of 22 used in a previous study (Rickerson et al, 2005) , they experienced following a DRD on their caseload. Section three was primarily concerned about how staff would use support services should one of their clients suffer a DRD e.g. 'What types of information or services would you want included in ANY bereavement program you were offered?'.
Questionnaires from respondents who had experienced DRD on their caseload were then analysed using SPPS v13.0 (SPSS Inc. 2005) .
Results
A total of 76 questionnaires were returned, 65 (87%) of which reported at least 1 DRD on their caseload in their career. Return rates were highest from staff working in the voluntary sector (35%), followed by health (33%) and social work (22%). In addition slightly more males (33%) than females (27%) responded.
The 65 respondents who met the entry criteria for this exploratory study between them reported a total of 297 DRDs (mean: 4.6, SD: 4.44, 95% CI: 3.41-5.61). On average these staff described their grief-related reactions to a death which had happened just over a year ago (mean: 13.3, SD: 14.59, 95% CI: 9.59-17.06).
These 65 respondents comprised 34 (52%) who worked in the health service, 16 (25%) in social work and 13 (20%) worked in the voluntary sector. On average they have worked in the substance misuse field for over 8 years and have held their current post for 7 ½ years.
More than half were female (n=37, 57%), around two-thirds were university educated (n=44, 68%) and a similar proportion were married/living with a partner (n=43, 66%). A wide range of age-groups were represented with 16 (25%) aged 25-34, 21 (32%) aged 35-44, 22 (34%) aged 45-54 and 6 (9%) aged 55 and over. The deaths the staff described were mostly male (49, 75%), with the largest proportion aged between 25 and 34 (26, 40%) and perceived to have been caused accidental overdose (36, 55%), demonstrating a similar profile to those described in the national investigation (Zador et al, 2005) . Almost three-quarters of staff (46, 71%) reported that their client's death had come as a surprise to them.
These data also indicate, on average, that staff with experience of DRD on their caseload have worked in the substance misuse field for almost 8 ½ years, held their current post for 7 ½ years, manage a caseload size of around 41 clients and report experiencing 5 career DRDs. They were also more likely to describe a specific DRD from just over a year ago, and use 2 support sources in the aftermath.
The main area of interest was the prevalence of grief-related reactions experienced by staff following a DRD on their caseload. Staff reported experiencing a range of grief-related reactions (table 1) following a DRD on their caseload with the majority (57, 88%) identifying at least one reaction (mean: 3.5, range: 0-12). There was little variation in mean grief-related reaction scores between sectors with voluntary organisation staff reporting slightly more (3.8) than social work (3.7) and health (3.4). The most common feeling identified by staff was sadness (54, 83%). A number of staff also reported feelings of guilt (26, 40%), anger (24, 37%) and helplessness (17, 26%) about the death of their client, whilst more than a quarter (18, 28%) had also thought about their own morbidity as a result. Physical reactions such as crying (14, 22%) and having trouble sleeping (11, 17%) were much less prominent. Table 2 shows that, using independent t-tests, female staff reported significantly more griefrelated reactions following a DRD on their caseload than males (t=2.75, df=63, p<0.004). A tendency for staff who felt 'somewhat or very close' to the deceased to report more griefrelated reactions compared to those who felt 'not at all' close to their client was also indicated albeit weakly (t=-1.71, df=63, p<0.046). . This is despite women, on average, reporting less career experience of DRDs on their caseload (mean: 4.0) than men (mean: 5.2). The length of time staff had known the deceased had no significant bearing on impact.
There were no significant differences in the prevalence of grief-related reactions for staff describing a younger client (< 35 years-old) or an older client (> 35 years-old). Moreover deaths from accidental overdose which are generally unintentional and unexpected did not show any significantly greater prevalence of grief-related reactions in staff compared to other types of DRDs (e.g. Suicide, Chronic Drug Abuse).
Staff with greater experience of DRDs (>2 deaths) in their career reported a significantly (t=-1.70, df=63, p<0.047) higher prevalence of grief-related reactions following such an event on their caseload, using an independent t-test. In addition the length of time since the DRD being described had no major impact, with those describing an event from the past year not being significantly more affected than those reflecting on an event from over a year ago.
Interestingly both career experience and staff age had no significant bearing although those with more than 5 years experience did report slightly more grief-related reactions (mean:
3.8) than their more inexperienced colleagues (mean: 3.0).
Staff with larger caseloads (>30 clients) described significantly more (t=-2.25, df=30, p<0.016) grief-related reactions than those managing smaller caseloads, using independent t-tests, hinting at the increased worry and anxiety staff face in the aftermath of one of their clients dying, particularly when faced with so many more potential victims of DRD on their caseload that they may feel unable to prevent. Indeed almost half of the sample (32, 49%) said that the DRD they were describing affected their relationships with their other clients 'somewhat or a lot'. Specifically staff with larger proportions were proportionately more likely to report anger (48% compared to 24% in small caseload staff), helplessness (35% / 12%), having trouble sleeping (26 / 6%) and crying (29% / 12%).
Staff who sought more sources of support showed a significantly higher prevalence of griefrelated reactions (t=-3.06, df=63, p<0.002) using independent t-tests. This was confirmed even when controlling for other factors, as detailed in Table 3 , which shows a linear regression model indicating that female staff, those with access to more sources of support and the length of time since the DRD were all associated with the prevalence of grief-related reactions.
An important additional finding was that the majority of staff said they would attend a DRD specific support group (45, 69%) or one-on-one DRD support (42, 65%) if they were offered it following a death.
Discussion
This study provides the first quantitative exploration of how DRDs impact upon staff who have experienced it as part of their own caseload. The study had its limitations. Firstly it was based on a relatively small sample size (n=65) identified through the initial prospective 'recruitment' stage. The proportion of non-respondents who had experienced a DRD is unknown. Perhaps many did not respond because they had never experienced a DRD. Others may not have responded because they have not been affected by a DRD to the same extent as those who did. However the aim this exploratory study was not to assess the prevalence of DRD experienced by addiction professionals, but to see whether any were affected by such events, and if so to what extent. To this end the study succeeded in uncovering a hitherto unreported issue, one that needs to be addressed, and in light of this finding further research on validating prevalence rates is recommended. Secondly, it might be argued that the survey method used is limited to set answers, which given the sensitivity of this topic some participants may feel obliged to respond to in a certain way (e.g. by reporting grief reactions in a socially desirable manner). Future qualitative investigation would be required to assess more fully how participants rationalised these events. Thirdly, the study did not use a validated instrument to measure the prevalence of grief-related reactions for staff following a DRD on their caseload principally because there is not one available, despite an exhaustive search of the literature.
There are currently no DRD specific support mechanisms that staff in the region in which this research was conducted can access and anecdotal evidence suggests the same situation is mirrored across the Scotland. Generic counselling and bereavement services undoubtedly play an important role but may not be the best way to deal with the overall impact a DRD has on a staff member who is experiencing a whole host of grief-related-reactions as a result of a death on their own caseload. Indeed the majority of staff in this study said they would attend a DRD specific support service if they were offered it. Basic steps such as formalising the death notification process to staff who were known to the deceased should be initiated as a standard response. At present staff often rely on anecdotal or media reporting and it is doubtful the lack of clarity these sources provide helps the coping process (Guy, 2004) . In addition, providing a debriefing session and one-to-one support, like that proposed by Redinbaugh et al (2003) , on both the events leading up to death and staff feelings and emotions in its aftermath, should be available to those who need it and therefore should be considered for future policy and practice. It can also deter any notion of a 'blame culture' being developed and promote a working environment where each death can used as an opportunity to reflect and learn lessons for the benefit of future practice.
Not all staff reacted in the same way, however, and this must be taken into consideration when determining what can be done to assist them in future. Some were more affected than others such as female staff who, overall, reported more grief-related reactions than their male counterparts reflecting results from other similar studies on care-providers, gender and bereavement (Belle, 1991; Redinbaugh et al., 2003; Whitfield et al., 2002) .
The most common feeling identified by staff was sadness similar to long-term care staff whom the list of grief-related reactions was used on originally (Rickerson et al., 2005) . Staff who felt close to their client in some way also reported a greater prevalence of grief-related reactions which also supports findings from other studies (Redinbaugh et al., 2003; Rickerson et al., 2005) . This is important as it highlights the dangers of developing a too close a bond between staff and clients which may be beneficial to their care and treatment, but adversely affects the staff-member when things go wrong. It is unlikely staff feel close to every client on their caseload but when they do they must be aware of the difficulties that can arise should something happen to them. This is a particularly interesting result to relay to staff who have yet to experience a DRD on their caseload to prepare them for what potentially could happen should it occur. Only a minority of clients in treatment will ever die from a DRD but it is likely that a significant proportion of these will be clients who had been 'doing well' in the lead up to their death and staff should be fully aware of the potential impact such an adverse event can have on them.
The size of staff caseload also had an effect on their reaction to the death which has implications for services operating with large numbers of clients where the potential for DRD is increased. Indeed managing a large caseload brings its own professional pressures and this study has shown that the impact of an event as serious as a DRD increased pressure through increased grief-related reactions to it. These effects can be positive such as using the event as a trigger to remind other clients about the dangers of DRD and emphasising messages around harm reduction. However they can also be negative as staff begin to question their own work practice and become over cautious with their other clients making them less likely to take 'positive risks' (e.g. moving clients from supervised prescriptions to take-home dosages).
The importance of psychological support in the aftermath of a DRD discussed by Da Silva (2007) and Guy (2004) was also hinted at in our results with staff who had access to more support sources reporting more grief-reactions. This highlights that support sources potentially provide a vehicle for staff to express their grief following a DRD on their caseload rather than 'bottling-up' their feelings. With this in mind one may think that the grief-related reactions would diminish over time but our regression model suggests otherwise with prevalence actually increasing as time increases supporting results in similar research (Rickerson et al., 2005) and theory that the impact of a DRD is "long-lasting as a result" (Guy, 2004) . Rickerson et al's (2005) finding that staff who had worked longer, and therefore experienced more death, reported greater prevalence of grief-related reactions following a death in an almost 'cumulative grief' effect is mirrored by our results. This emphasises Rickerson et al's point that staff do not appear to become more used to dealing with death and loss over time as one might expect. This suggests that each new death potentially stirs emotions and reactions from a similar incident in the past. Time does not, in this scenario, appear to be a great healer as the impact of such a significant event remains with staff who, in their day-today practice, face many more potential DRD victims such is the chaotic and high-risk lifestyle that problematic substance misuse carries.
The involvement of a younger person in a DRD is thought to create a stronger emotional reaction than when someone older is involved (Da Silva, 2007) . Despite this, though, our study found no significant differences in prevalence of grief-reactions between staff describing a younger deceased client compared to those describing an older client. Indeed it appears that the relationship between the client and key-worker influences the reaction following a DRD more than the type of death itself, regardless of client age or length of time staff have known them.
The results of this study open up numerous avenues for future research particularly because of the scarcity of previous work in this area specific to substance misuse staff. This could include broadening the methodology out to include staff involved with clients who suffer alcohol-related deaths or suicide, two key current policy agendas in Scotland, and the impact of these tragic events.
Primarily, though, the effectiveness of this tool warrants use in further research in the DRD area. Rolling out this study's methodology to a much larger sample, incorporating substance misuse staff from both major cities and rural communities, would help glean more specific insights into the differences, if any, between staff working in geographically discrete areas, different sectors and, indeed, different roles. A larger sample would also be able to address questions around deaths from different types of substances and the impact that these may have. The issue of children could also be included in future as this study did not include any fields requesting participants childcare history and this merits future consideration, for instance do staff who are parents react differently than those who are not? Or does the parenting status of the deceased affect the impact on staff (Guy, 2004) ? These are all worthwhile areas to explore in future studies.
Conclusions
This study has highlighted that when someone dies of a DRD it is not only the needs of friends, family or witnesses that need to be taken into account. The presence of grief-related reactions in almost 90% of this sample suggests that staff who were involved in the care and treatment of the deceased also need to be considered when dealing in the aftermath of the event. Adjusted R 2 = 33.01% F = 8.093, p = 0.0001 *Due to missing data in some of the included variables the sample size for regression analysis reduced from 65 to 59
